T he history of tuberculosis in Nunavut is not one of a century of failure. 1, 2 Rather, it is a story of success, followed by failure. In the 1950s, the annual incidence of tuberculosis among Inuit in Canada and Alaska was 1500-2900 cases per 100 000 population, but it fell rapidly to a nadir of 31 per 100 000 in 1997 among Canadian Inuit and 21 per 100 000 in 2002 among Alaskan Natives. 1, 3, 4 However, tuberculosis among Canadian Inuit has dramatically increased since 1997. In 2010, the incidence in Nunavut, where more than 80% of the population is Inuit, was 304 per 100 000 -more than 66 times the rate seen in the general Canadian population (4.6 per 100 000). 5 In contrast, the incidence among Alaska Natives in 2010 was 33 per 100 000 -about 3.5 times the rate seen in the general Alaskan population. 4 How did this happen? Both countries initially employed programs that involved active casefinding and admission to southern sanitaria. However, Alaska brought care close to home by training local health aides who supervised tuberculosis care in remote communities and establishing state hospitals, whereas Canada relied primarily on nurses sent north and evacuating patients to southern hospitals. 3 In 1955, Alaska began testing and subsequently implemented isoniazid prophylaxis for people with latent tuberculosis infection. 3 An intensive mass campaign was not fully implemented in the Canadian arctic until the late 1960s. Under the leadership of Dr. Stefan Grzybowski, both latent and active cases were treated; follow-up and tracking were relentless. The subsequent 15% annual decrease in the incidence of tuberculosis was greater than any previously recorded decline in the epidemiology of the disease, and one that occurred despite the ongoing prevalence of adverse social determinants. 1, 6 In the late 1970s, Grzybowski's intense mass campaign gave way to the integration of tuberculosis management into the routine programs at northern health centres. The epidemiologic picture had changed from high prevalence of active disease to decreasing overall incidence of disease, with periodic community outbreaks. Case contacts often included many members of a community, given the closeness of social interaction. Each community epidemic infected new generations of children, sowing the seeds for reactivation disease in adults a decade later. The program for early identification and therapy of contacts, and other people with latent infection at high risk for progression to disease, has not kept up.
Integrating both public health and acute care in the Canadian North is challenging. Acute health needs are intense as the population grows rapidly, the incidence of chronic disease increases and the incidence of infectious diseases remains high. The "tyranny" of acute care siphons attention, time and energy from prevention activities. The social determinants of tuberculosis in Gryzybowski's day, including crowded and poorly ventilated housing, poverty, low levels of education, barriers to accessing adequate health care and malnutrition, are still prevalent. In addition, the challenges to tuberculosis control in Nunavut today include the inadequate number and training of health personnel; inadequate computer health information systems; reliance on southern hospital, laboratory and consultant services; and cultural and historical barriers to early diagnosis and care, including fear based on historic and current traumatic experiences of dislocation, alienation, stigma and racism.
Additional challenges have recently emerged. In 2011, the Public Health Agency of Canada disbanded the Canadian Tuberculosis Committee, along with its Aboriginal Scientific Tuberculosis Subcommittee and the newly proposed Inuit Tuberculosis Subcommittee. In addition, recent national shortages of tuberculin purified protein derivative for tuberculin skin testing, and the Bacilli Calmette Guerin (BCG) vaccine have created program challenges at a time of epidemic rates of tuberculosis in Nunavut.
So, what is to be done? Campaigns to reduce tuberculosis require action on the social, economic, political and biomedical fronts. However, in the words of Grzybowski:
One does not have to wait for many decades for socioeconomic development, with higher standard of living. We can control this disease with specific tuberculosis programmes. 6 It may be argued that intense community programs were effective in the past because of the high rate of adherence among Inuit to the people in authority within a colonial health system. Although barriers to adherence exist today that did not exist in Gryzbowski's time, fostering adherence is the responsibility of tuberculosis control programs.
The old tuberculosis principles of "prevent, search, detect, treat" worked in Grzybowski's era, and they work now. Nunavut's Taima TB ("stop tuberculosis") project in Iqaluit focuses on intensive education and involves local Inuit workers in a door-to-door program of detection and treatment of active and latent infection. The evaluation of the project has not yet been published, but its methods encompass the tenets of all successful public health programs: engaging communities at the street level, empowering those in need, removing barriers to care, and being culturally sensitive and relevant.
Intensive control activities should be expanded throughout Nunavut, learning and adapting along the way. Nunavut has great strengths to call upon in this effort. These include a small but dedicated group of health workers, some of whom have many years of experience with tuberculosis management; considerable social cohesion within a society that values trust and reciprocity; and a relatively high degree of awareness of the disease. 7, 8 Nunavut needs to reactivate the community health committees that became dormant and tap into the emerging health activism at the community and organization levels.
Nunavut's strength also lies in its connections and potential partnerships within Canada and with other circumpolar countries. 9 There is much to be shared and learned. The Northwest Territories has used tracer methods 10 to evaluate and improve tuberculosis management protocols. Greenland has an integrated biomedical and social approach to tuberculosis, with a review committee consisting of representatives of government departments, such as housing and economic development. Alaska is a model in its use of community health aides, performance targets and efficient therapy regimens, such as the newly evaluated short-course (12-week) treatment for latent infection.
One may ask what is so special about tuberculosis, when there are many urgent or emergent health issues in Nunavut. That emphasis on a single illness may dilute action on others is also a concern. However, failure to control an epidemic of a transmissible disease, against which one can do little to protect oneself, is the bigger danger. Tuberculosis is amenable to control through the application of science, as well as social and political will.
